Of the 23 original articles that appeared that year, the electrocardiograph was the topic, or an important feature, in 12. Its importance remains undiminished. As Fisch has reminded us2: it is a non-invasive technique that does not harm the patient; it is inexpensive, simple, and reproducible; it permits serial studies to be made; and provides the only practical means of recording the cardiac action potential. It has several other virtues: it provides an independent marker of myocardial infarction, and enables one to undertake complex electrophysiological analysis through deductive reasoning.
Fifty years before the transformation of the Cardiac Club into the British Cardiac Society, Augustus Desire Waller recorded the first electrocardiogram in man, using a Lippmann capillary electrometer. The end of the Lewis era Why did Lewis discontinue his research interests at that stage? It is widely thought that he gave them up because he grew tired of tackling the kinds of questions the instrument could answer and longed for the adventures suggested by his own mind.'0 Drury" gave two reasons: Lewis felt that a problem should not be taken up unless it could be carried through; otherwise the researcher would only "foul the nest". He also believed that if one had the capacity "one should try and skim the cream off the milk and leave the skim to others". Lewis's own earlier comments, however, suggested that, at the age of 43, he had become weary of being tied to an elaborate instrument and that he had come to the natural end of his studies on the disordered action of the heart. 12 Paroxysmal tachycardia eluded him because it could not then be produced experimentally, and he had great intuition in foreseeing what problems a certain method was capable of solving. Certainly intracardiac electrography and programmed stimulation later provided the tools to explain arrhythmias, very 114 much in the terms that he had already predicted. Lewis had never explored the importance of the electrocardiograph in the study of ischaemic heart disease, nor did he do so in the next few years, when the early observations of Pardee"3 were extended and further analysed, especially by Levine. When the Cardiac Society was established the electrocardiograph was either hospital based or used in the consulting room. The development of portable apparatus, battery operated in some cases, allowed it to be taken to the patient's home. This was at first somewhat impractical because the photographic recordings had to be developed, though with some machines this could be done on the spot. 20 The first direct-writing units were becoming available (not always with enhancement of the quality of the tracings) but they only became more widely used from 1950 onwards.
Newer applications
At this stage the electrocardiograph had achieved considerable practical value in the diagnosis of cardiac ischaemia, notably myocardial infarction, and simple exercise tests aimed at reproducing angina and displaying ST segment changes had been introduced.2' Arrhythmias could be diagnosed only on recordings made at the time of an attack-long term ambulatory tracings were yet to come. Conduction defects were better defined-the patterns of right and left bundle branch block were now correctly appreciated and the misunderstandings based on earlier observations in canine studies had long been rectified22-but the significance of conspicuous left or right axis deviation as possible markers Originally it seemed likely that intracardiac recording techniques would prove helpful in the diagnosis of those at risk of sinoatrial or advanced atrioventricular block; however, they have served to point the way rather than precisely to define those likely soon to need pacemakers. None the less, knowledge from such studies has added to the general body of information, including that based on sound history taking and identification of lesser degrees of conduction impairment on the electrocardiogram, and this has helped to restore decisionmaking to the clinician.3435 Tests of sinus node Electrocardiography then and now: where next? performance-for example overdrive pacing of the atrium in order to assess sinus node recovery time or measurement of conduction between stimulated atrium and the sinus node-have enhanced our knowledge of sinus node behaviour and established the relatively benign prognosis of pure sinus node block: however, this technique usually only identifies patients in whom the disorder could otherwise be detected more simply.36 Epidemiological studies have aided us in focusing on population groups who are more susceptible to sinus node disease and on the prognosis in atrioventricular block. 37 The electrophysiological discrimination between carotid sinus hypersensitivity and sinus node disease has, however, proved elusive. 38 The overlap between these two entities may well be responsible for such difficulties. Such studies are also needed to explain the basis for operations on the surface of the atrioventricular node that appear to prevent such arrhythmias"6 and thus to answer the important anatomical question that has never been resolved to the satisfaction of all workers-are such arrhythmias purely intranodal or is adjacent atrium an essential component of the circuit? 47 48 Ventricular arrhythmias Supraventricular tachycardias are straightforward compared with the questions prompted by ventricular arrhythmias and the resuscitation of those who had apparently dropped dead. There is much contention as to whether groups at risk of sudden death are reliably defined and their prognosis improved by electrophysiological testing. ' 
